Is concern about young people's anti-social behaviour associated with poor health?: cross-sectional evidence from residents of deprived urban neighbourhoods by Egan, M. et al.
Enlighten – Research publications by members of the University of Glasgow 
http://eprints.gla.ac.uk 
 
 
 
 
 
 
 
Egan, M., Bond, L., Kearns, A., and Tannahill, C. (2012) Is concern 
about young people's anti-social behaviour associated with poor health?: 
cross-sectional evidence from residents of deprived urban 
neighbourhoods. BMC Public Health, 12 (1). p. 217. ISSN 1471-2458 
 
http://eprints.gla.ac.uk/67410/ 
 
Deposited on: 23 July 2012 
 
 
RESEARCH ARTICLE Open Access
Is concern about young people’s anti-social
behaviour associated with poor health? cross-
sectional evidence from residents of deprived
urban neighbourhoods
Matt Egan1*, Lyndal Bond1, Ade Kearns2 and Carol Tannahill3
Abstract
Background: Young people in disadvantaged neighbourhoods are often the focus of concerns about anti-social
behaviour (ASB). There is inconsistent evidence to support the hypothesis that perceptions of ASB (PASB) are
associated with poor health. We ask whether perceptions of young people’s ASB are associated with poor health;
and whether health, demographic and (psycho)social characteristics can help explain why PASB varies within
disadvantaged neighbourhoods (Glasgow, UK).
Methods: Regression analysis of survey data exploring associations between perceiving teenagers hanging around
to be a serious neighbourhood problem and SF-12v2 mental and physical health scores (higher = better),
including adjustment for demographic characteristics. Further analysis explored associations with self-reported
measures of health service use, psychosocial characteristics of homes and neighbourhoods and social contacts.
Results: 6008 adults participated (50% response) and 22% (n = 1,332) said teenagers were a serious
neighbourhood problem (the most frequently reported local problem). Demographic characteristics associated with
perceiving serious teenager problems included regular health service use, age (inverse relationship), financial
problems and living with children. Lower SF-12v2 physical health scores were associated with perceiving teenager
problems after adjustment for demographic variables (OR 0.98; 95%CI 0.97,0.99; p = < 0.001), whilst adjusted
findings for mental health scores were less conclusive (OR 0.99; 95%CI 0.98,1.00; p = 0.103). Further analysis
suggested that perceiving teenager problems was more strongly associated with a number of self-reported
psychosocial factors: e.g. lacking social support, < weekly family contacts, poor neighbourhood safety, low trust in
neighbours, neighbourhood perceived to be a barrier to self-esteem, and neighbourhood decline.
Conclusions: Given the evidence we found of weak and small associations between PASB and health, we caution
against assuming that tackling concern about teenagers’ ASB will lead to substantial public health gains in
disadvantaged areas. Although the findings do not present a compelling case for making PASB a public health
priority, it is still important to address concerns about young people’s ASB. Reasons for doing so may include
improving social cohesion, reducing fear and isolation, and improving the general quality of people’s lives -
particularly in neighbourhoods burdened by multiple disadvantages. Future research should evaluate interventions
that attempt to reduce PASB in disadvantaged areas. Findings from this study could help inform the targeting of
such interventions.
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Background
Young people’s anti-social behaviour (ASB) is a policy
priority [1-3]. A recent literature review has illustrated
the growing interest amongst researchers in perceptions
of ASB (PASB), as distinct from the direct experience of
ASB or crime [2]. Some researchers have also theorised
that concerns and fears associated with crime and ASB
may be associated with poorer health and social inequal-
ities in health [4-13]: in this way, PASB is considered to
be a public health issue.
Definitions of ASB vary but examples include mali-
cious behaviour aimed at individuals and groups, acts of
vandalism or carelessness that degrade the local envir-
onment, and threatening or physically obstructive beha-
viours that deter other people from using/accessing
public spaces[2,14,15]. Many of these behaviours are
also crimes and indeed the UK 1998 Crime and Disor-
der Act explicitly criminalised ASB, defining it as “acting
in a manner that caused or was likely to cause harass-
ment, alarm or distress” [16]. This definition is not age-
specific but policy documents [1,3,17], newspaper
reports [18] and household survey findings [15,18-21]
show that ASB is frequently linked to young people,
particularly in disadvantaged areas. Furthermore, crime
statistics consistently show that a disproportionately
high percentage of crimes associated with ASB are com-
mitted by people (especially males) aged in their mid to
late teens and early 20 s [22,23].
Due to difficulties in objectively measuring anti-social
incidents, there is little evidence on the relationship
between perceived and ‘actual’ ASB [2]. However, a US
study concluded that observed environmental disorder
such as vandalism is spatially associated with perceived
disorder, but contextual factors (in that study, particu-
larly the neighbourhoods’ ethnic composition) had stron-
ger associations [24,25]. Findings on the importance of
contextual factors have been incorporated into argu-
ments that PASB is a symptom of poor social cohesion
and negative stereotyping, rather than a purely rational
response to actual ASB [2].
This theorized link between PASB and negative
stereotypes means that focusing on young people’s ASB
can be controversial. The United Nations Committee on
the Rights of the Child has expressed concern that pub-
lic perceptions of young people’s ASB are part of a “gen-
eral climate of intolerance and negative public attitudes
towards children, especially adolescents” in the UK [26]
(p.6). On the other hand, a recent report on Scottish
attitudes towards ASB concluded that “given evidence
from elsewhere that much ASB is indeed committed by
young people (but not that most young people commit
ASB), it is difficult to say whether this... perception
reflects a stereotypical or a realistic view of young peo-
ple” [27] (p.iv).
PASB and health
Irrespective of whether one leans towards the ‘realistic’
or ‘stereotypical’ interpretation of PASB, there is evi-
dence to show that concern about ASB and crime may
have an adverse impact on people’s quality of life [11].
People who worry about ASB and crime may become
constrained in their use of public spaces [28,29], or may
withdraw from social life and avoid going out, especially
at night [30,31].
Several studies also suggest that residents living in dis-
advantaged or deprived neighbourhoods, or neighbour-
hoods perceived by residents to have poor reputations,
are particularly likely to be concerned about crime, ASB
and neighbourhood safety [19,20,32]. However, some
studies have found that the association between depriva-
tion and PASB prevalence appears to vary between and
within disadvantaged populations: i.e. some disadvan-
taged neighbourhoods appear to be more resilient (i.e.
have a relatively low prevalence of concerns about ASB)
than others, and some residents of such neighbourhoods
appear more resilient then their neighbours [2,33,34].
The evidence linking health with PASB also provides
some mixed messages. With regards to mental health, a
US study of Black and Hispanic women and children
found associations between perceived crime and mental
health to be weak and inconsistent [35]. Weich et al.
found that associations between depression and neigh-
bourhood graffiti were not statistically significant after
adjusting for individual and household-level risk factors
[36]. However, a study of adults residing in tower blocks
found that fear of crime was associated with low mental
health scores derived from the SF-36 (Short Form 36
questionnaire)[7]. A Scottish study found evidence that
residents who perceived high levels of neighbourhood
incivilities (e.g. litter and graffiti) were particularly likely
to report frequent feelings of anxiety and depression
[37]. Furthermore, longitudinal analysis of UK civil ser-
vants found that fear of crime was associated with
poorer mental health, along with reduced physical func-
tioning, lower social engagement and lower quality of
life [38].
With regard to physical health, a literature review iden-
tified some evidence that worrying about crime and/or
ASB is associated with reduced physical activity but the
reviewers also identified evidence that was inconsistent
with this finding [39]. Miles et al. found that neighbour-
hood disorder was associated with women’s (but not
men’s) infrequent involvement in sports, whilst perceived
safety was not associated with physical activity for either
men or women [40]. Mason et al. found that physical
activity (walking around the neighbourhood) had incon-
sistent associations with perceptions of poor neighbour-
hood safety at individual and neighbourhood levels [41].
Analysis of British Crime Survey data has found PASB to
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be associated with longstanding illness [20], whereas the
Scottish Social Attitudes Survey found no significant
association between these variables [27].
A key issue for this paper is that relatively few studies
have focused particularly on associations between health
and perceptions of young people’s ASB. One study of
walking habits amongst older people used an unflattering
composite measure of ‘nuisance’ that combined young
people hanging around with unattended dogs and dog-
fouling, and found that low nuisance was associated with
more walking [42]. The British Crime Survey found that
self-reported long standing illness was associated with a
greater likelihood of perceiving teenagers hanging around
to be a neighbourhood problem (as was living in a rela-
tively deprived area) after controlling for potential con-
founding variables [20].
Study aims
Testing associations between PASB and health can help us
better understand the extent to which concern about
young people’s behaviour in deprived neighbourhoods
should be treated as a public health issue. Improving our
understanding of who thinks teenagers are a problem is
also a useful first step for planning targeted interventions
for supporting people from deprived neighbourhoods who
are particularly vulnerable to fear of crime and disorder.
For example, an association between poor physical or
mental health and PASB could potentially be used as evi-
dence to support the feasibility of using health care set-
tings in deprived areas for targeted interventions
addressing PASB (of course, evaluations would then be
required to measure the effectiveness of any intervention).
In this study we used cross-sectional data from a survey
of residents living in disadvantaged urban neighbour-
hoods to ask (question 1) are adults with poor health
more likely to think young people’s ASB is a problem in
disadvantage neighbourhoods? We also invert that ques-
tion and ask (question 2) do adult residents who perceive
young people’s ASB to be a problem in disadvantaged
neighbourhoods have worse health then people who are
less concerned about young people’s ASB.
The findings have been adjusted to take into account
demographic characteristics of residents. As PASB has
also been associated in the literature with psychosocial
factors such as poor neighbourhood reputation and poor
social cohesion [28-32] we have conducted further analy-
sis to explore whether individual-level psychosocial char-
acteristics can help explain why PASB varies within
disadvantaged neighbourhoods.
A key strength of this study is that it focuses specifi-
cally on perceptions of young people’s ASB in disadvan-
taged neighbourhoods: i.e. it focuses on the social group
most frequently linked to ASB, in the kinds of neighbour-
hoods where previous studies have found residents are
most likely to view young people’s behaviour as proble-
matic. We have measured physical and mental health
using a short well-validated questionnaire (SF-12v2). We
are aware of no other quantitative study that looks at
both physical and mental health in relation to percep-
tions of young people’s ASB, or that focuses on percep-
tions of young people’s ASB in disadvantaged urban
areas.
Methods
This study is based on analysis of survey data collected for
a research and learning programme called GoWell [43].
The study received ethical approval from NHS Scotland B
MREC committee in 2005 (no. 05/MRE10/89).
Setting
We surveyed 14 disadvantaged neighbourhoods in the city
of Glasgow (UK). Two of the neighbourhoods were per-
ipheral estates consisting mainly of houses with gardens
and common entry three/four story flats (tenements). The
other neighbourhoods had inner-city locations: five had a
‘gardened suburb’ design characterised by houses (includ-
ing house-like structures containing private entry flats)
with gardens; seven were mass housing estates dominated
by high rise flats.
All the neighbourhoods fell well below the Scottish
Index of Multiple Deprivation lowest 15% income depriva-
tion cut-off that is used to define area poverty by the Scot-
tish Government [44]. Around one-in-four homes were
owner-occupied and the rest were rented (virtually all
from government-regulated providers of social housing)
[43].
The survey
Data were collected in 2006. Addresses were selected at
random, although in some smaller neighbourhoods all
residential addresses were selected. One adult householder
(aged 16 years or over) per household was randomly
sampled and, subject to the provision of informed consent,
participated in a face-to-face interview. Full details of the
questions asked have been published in the GoWell proto-
col [43]. The items relevant to the PASB analysis are
described in Additional File 1.
PASB measure
PASB was assessed using a question adapted from the
British Crime Survey asking participants if they thought
‘teenagers hanging around on the street’ constituted a
problem in their local neighbourhood [20], defined as the
local area within a 5-10 minute walk of their home. In
the survey questionnaire, this was one item in a list of 17
neighbourhood problems (see Additional file 1). We were
interested in more serious instances of PASB, so our ana-
lysis compared residents who identified teenagers as a
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‘serious problem’ with those who did not (collapsing ‘not
a problem’, ‘slight problem’ and ‘don’t know’ responses
into the reference category). This was our dependent
variable for research question 1 (see Aims and Objec-
tives, above).
Health variables
GoWell’s two primary health outcomes were the physical
and the mental health scores derived from SF-12 version
2 [45]: a validated questionnaire often used in studies of
residents living in disadvantaged areas [46]. SF-12v2 phy-
sical and mental health composite scores are computed
using the scores of twelve questions and range from 0 to
100, where a zero score indicates the lowest level of
health measured by the scales and 100 indicates the high-
est level of health. These scores were our dependent vari-
able for research question 2.
We also included as secondary health outcomes two
variables on health service use in the previous 12 months:
number of general practitioner (GP) visits, and number of
GP visits for a psychological problem. These were
included to further explore whether or not attempts to
reduce PASB might feasibly target frequent health service
users.
Other variables
Following a scoping of previous surveys and related litera-
ture we developed a list of demographic, social and psy-
chosocial characteristics that we hypothesised could be
associated with PASB [15,20,33,47,48]. Variables relevant
to these characteristics were derived from items in the
GoWell questionnaire, which generally took the form of
structured questions with 3, 4 or 5 point Likert-type scales
for self-reported responses. Most of these questions were
taken from national and local surveys - these surveys were
often not formally validated but have been selected
because they are routinely used and provide benchmark
findings from which we can compare outcomes. Some
questions were developed by GoWell and piloted for ease
of delivery and response. Further details about the ques-
tions can be found in Additional File 1. The other vari-
ables we included are summarised below.
Demographic characteristics included gender, ethnicity,
age, household structure, education and problems paying
bills.
Psychosocial characteristics were conceptualised as
characteristics that ‘bridge’ individual and environmental
factors by indicating how people feel about their environ-
ment[49,50]. We included a number of neighbourhood
psychosocial variables relating to social cohesion, includ-
ing neighbourhood reputation, safety, tolerance, trust in
neighbours, feeling of belonging to the neighbourhood,
self or collective efficacy regarding local decision-making,
feeling that neighbours would intervene informally to
prevent ASB, how neighbourhoods affected participants’
self-esteem; social contact, social support and proxies for
social exposure to the neighbourhood (length of resi-
dence, speaking to neighbours, taking walks around the
neighbourhood). We also included variables from ques-
tions about participants’ home psychosocial environ-
ments: privacy, control, safety and self-esteem related to
the home.
Analyses
Using Stata/IC 11.1 [51] we ran bivariate analysis of
response data for each of the independent variables. We
conducted multivariate logistic regression to model asso-
ciations between the demographic characteristic variables
and the dependent variable for question 1 (teenager pro-
blems). We then conducted multiple regressions to model
associations between the dependent variable and each of
the two health variables, adjusting for demographic char-
acteristics. To avoid over-adjustment (e.g. having one
health variable adjusting for another health variable), this
involved 2 separate regression models (one for SF12v2
physical health scores and the other for SF12v2 mental
health scores).
To answer question 2, we used bivariate and multiple
regressions with teenager problems as the independent
variable (adjusting for demographic characteristics in the
multiple regression models), whilst SF-12v2 physical
health score and then SF12v2. mental health score were
dependent variables. We explored effect sizes based on
standard deviations using Cohen’s suggested interpreta-
tions of Cohen’s d: d = 0.2 be considered a ‘small’ effect
size, 0.5 represents a ‘medium’ effect size and 0.8 a ‘large’
effect size [52].
Further analysis involved multiple regression models of
social and psychosocial variables adjusting for the demo-
graphic and health related variables. Teenager problems
was the dependent variable. Given the relatively large
number of variables in the final model, we carried out a
Bonferroni correction which is considered to be a conser-
vative approach to reducing the risk of false positives from
multiple comparisons [53].
In all the multiple regression models, 95% confidence
intervals (CI) were based on robust standard errors which
take account of the non-independence of respondents
from the same area, thereby accounting for neighbour-
hood level effects.
Results
6,008 completed responses were collected with an overall
survey response rate of 50.3%. From the list of 17 types
of neighbourhood problems put to survey respondents,
‘teenagers hanging around on the street’ was the most
commonly reported problem (see Figure 1). Twenty-two
percent (n = 1,332) of participants said this was a serious
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problem (a further 32% answered ‘slight problem’, 43%
‘not a problem’ and 3% ‘don’t know’). Hence, in the fol-
lowing analysis we state that 22% of participants identify
teenagers as a serious problem, whilst 78% do not report
teenagers to be a serious problem.
Demographic level characteristics
Table 1 summarises our multivariate regression model
showing independent associations between demographic
characteristics and perceiving teenager problems. Partici-
pants from all age categories under 65 years were more
likely than people from the oldest age group to perceive
teenager problems (p values ranged from 0.007 for 55-64
year olds, to < 0.001 for 16-24, 40-54, and 25-39 year olds).
Perceiving teenager problems was also associated with liv-
ing with children (OR 1.18; 95%CI 1.00,1.39; p = 0.049) and
having problems paying bills (OR 1.43; 95%CI 1.11,1.85;
p = 0.005). Findings for sex, ethnic group household struc-
ture and educational qualifications were inconclusive.
Health
Table 2 addresses our first primary research question.
Teenager problems is the dependent variable and the
independent variables include the SF-12 mental and phy-
sical health scores. Mental health scores were not found
to be independently significantly associated with per-
ceived teen problems after adjustment: OR 0.99 (95%CI
0.98, 1.00; p = 0.103). Lower physical health scores were
found to be associated with perceiving teenager problems
after adjusting for demographic characteristics: OR 0.98
(95%CI 0.97, 0.99; p = < 0.001).
Table 3 addresses research question 2. The SF-12v2
scores are the dependent variables and the independent
variables include teenager problems. We found that
teenager problems were associated with physical health
scores (coef = -1.69; 95%CI -2.87, -0.52; p = 0.008) but
there was little association with mental health scores
(coef = -0.90; 95%CI -2.10, 0.31; p = 0.133) after adjust-
ing for demographic variables. Cohen’s d was 0.06 and
0.09 for SF12v2 physical and mental health scores
respectively: according to Cohen’s criteria these are both
small effect sizes [52].
Psychosocial characteristics
Table 4 models associations between perceptions of teen-
ager problems and variables relating to residents’ psycho-
social environment, demographic characteristics, health
and health service use. A Bonferroni correction was used
to reduce the risk of type 1 error. People who felt unsafe
going out at night, who felt low trust towards neighbours,
who believed their neighbourhood did not encourage
high self-esteem, reported that their neighbourhood had
declined in the previous two years, lacked social support,
and had less than weekly contact with relatives were all
more likely to perceive teenagers hanging around to be a
serious local problem (p < 0.001 before the Bonferroni
correction, p < 0.05 after the correction). Similarly, parti-
cipants who reported visiting a GP seven or more times
in the last 12 months were significantly more likely to
perceive teenager problems before and after the Bonfer-
roni correction (p < 0.001 and p < 0.05, respectively). The
only demographic variable to remain significant after the
correction was age: again (similar to Table 1), the find-
ings reported in Table 4 suggest an inverse relationship
between age and perceptions that local teenagers were a
problem.
A number of variables were found to have a significant
association with teenager problems before the Bonferroni
correction but not after: i.e. 1 to 6 GP visits during last 12
months, GP visits for a psychological issue (last 12
months), neighbourhood reputation, contact with neigh-
bours, walk around neighbourhood, and problems paying
bills.
The remaining variables were not significant either
before or after the correction. This includes the SF12v2
physical and mental health scores. To test whether the
inclusion of multiple health outcomes in the model
affected these findings, we ran two further versions of the
model including only the mental health score and then
only the physical health score (the models included psy-
chosocial and demographic variables as before, but
excluded health service use). Before the Bonferroni cor-
rection, the physical health score was associated with
teen problems (OR 0.99 (95%CI 0.98, 1.00); p = 0.021)
when the other health variables were absent from the
model. The mental health score was not significant
before correction, and neither physical nor mental health
Figure 1 Perceived neighbourhood problems in deprived
Glasgow neighbourhoods. 6008 adult householders randomly
sampled from 14 relatively deprived neighbourhoods in Glasgow (UK)
were asked to rate a selection of potential problems as “a serious
problem”, “a slight problem”, “not a problem” or “don’t know” in their
local neighbourhood. This figure compares reports of “a serious
problem”.
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scores were significant after the Bonferroni correction
when the other health variables were absent from the
model.
Discussion
PASB and health
In this study we used cross-sectional data to explore
whether adults with poorer health (suggested by relatively
low SF-12v2 scores) are more likely to think young peo-
ple’s ASB is a problem in disadvantage neighbourhoods;
and whether those residents who perceive young people’s
ASB to be a problem have relatively poor health (com-
pared to other residents of disadvantaged neighbour-
hoods). These questions are closely related and have led
to similar findings.
Focusing on the findings that were adjusted for indivi-
dual demographic characteristics, our study suggests that
physical health may have small independent associations
with perceived teenager problems, whereas independent
associations with mental health are weaker. However, the
Table 1 demographic characteristics of participants who report serious teenager problems: multivariate logistic
regression model
Dependent variable: Participants who report that teenagers are a serious problem
Independent variables Category N1 %2 OR3 P4 95% CI5
Sex Male 490 20.43 1.00
Female 842 23.32 1.15 0.071 (0.99-1.34)
Ethnic group White British 1074 21.48 1.00
Other 257 25.73 0.91 0.533 (0.68-1.22)
Household structure Cohabiting 489 23.37 1.00
Single 832 21.54 0.93 0.468 (0.77-1.13)
Age group (years) 65 or older 209 14.09 1.00
55 to 64 160 19.88 1.45 0.007 (1.10-1.90)
40 to 54 373 24.21 1.75 < 0.001 (1.40- 2.19)
25 to 39 437 26.52 1.90 < 0.001 (1.41-2.58)
16 to 24 136 29.18 2.21 < 0.001 (1.49-3.27)
Living with children No 794 19.53 1.00
Yes 527 27.64 1.18 0.049 (1.00-1.39)
Educational qualifications 1 or more 396 25.26 1.00
None 936 21.18 0.89 0.203 (0.74-1.06)
Problems paying bills Never 936 20.40 1.00
Sometimes 396 27.89 1.43 0.005 (1.11-1.85)
1 Number of participants from each category who report teenagers are a serious neighbourhood problem
2 Percentage of participants from each category who report teenagers are a serious neighbourhood problem
3 Odds ratio
4 P value
5 95% Confidence interval
reference category in italics.
total sample n = 6008; number of observations = 5858.
Table 2 Is health associated with perceiving teenagers to be a serious local problem? Bivariate (unadjusted) and
multivariate (adjusted) logistic regression
Dependent variable: Participants who report that teenagers are a serious
problem
Independent variables Category or score
direction
Unadjusted Adjusted1
OR2 P3 95% CI4 OR 2 P3 95% CI4
Health
Physical health (SF-12 v.2 score) Higher score = better 0.99 0.073 (0.99-1.00) 0.98 < 0.001 (0.97-0.99)
Mental health (SF-12 v.2 score) Higher score = better 0.99 0.002 (0.98-1.00) 0.99 0.103 (0.98-1.00)
1 Adjusted for sex, ethnic group, household structure, age group, living with children, educational qualifications, problems paying bills. To avoid over-adjusting
for health-related outcomes, two separate multivariate logistic regressions were conducted for the two SF12v2 scores
2 Odds ratio
3 P value
4 95% Confidence interval
reference category in italics. Total sample n = 6008; number of observations = 5844
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means differed by less than 0.2 standard deviations sug-
gesting that the difference was likely to be trivial, even
when statistically significant. This leads us to downplay
the public health significance of associations between
perceptions of young people’s ASB and either physical or
mental health.
Our final model did suggest that frequent GP visits were
more consistently associated with perceptions of teenager
problems (compared to the physical and mental health
scores). We assume that the well-validated SF-12v2 scores
are a more robust health measure than frequency of GP
visits and that, consequently, GP visits may be influenced
to a greater degree by unmeasured confounding factors.
However, the findings on GP use could suggest that peo-
ple in deprived areas who are regularly help-seeking (for a
variety of reasons) are also more likely to perceive youth
ASB problems: perhaps indicating a potential link between
PASB and feelings of vulnerability. Frequent health service
users may therefore be a potential target population for
interventions that attempt to support those most vulner-
able to PASB.
Demographic characteristics
We also explored the demographic characteristics of
adults from disadvantaged areas who think that teenagers
hanging around constitute a serious neighbourhood pro-
blem. In common with other studies[20,54], our findings
suggested an inverse age relationship whereby residents
belonging to our youngest age-category (16 to 24 year
olds) were more than twice as likely to perceive teenager
problems compared to the oldest age group (> 64 years).
These findings are interesting in that they arguably run
contrary to the pattern one would expect to see if PASB
was primarily driven by intergenerational intolerance char-
acterised by older adults’ negative attitudes towards young
people [26].
Psychosocial environments and social cohesion
Our findings suggests that people who perceive their psy-
chosocial environment to be poor are more likely to be
concerned about local teenagers compared to residents
who rate it more favourably. For a number of psychoso-
cial variables, this relationship appears to be stronger
than the relationship between poor health and PASB.
Our analysis included psychosocial characteristics that
can be considered dimensions of social cohesion. Several
such characteristics appeared to be independently asso-
ciated with teenager problems (i.e. perceptions that the
neighbourhood is unsafe, in decline, that neighbours can-
not be trusted and that the neighbourhood has an
adverse effect on self-esteem). This is broadly in keeping
with findings on perceptions of young people’s ASB
based on the British Crime Survey (BCS), although BCS
analysis included fewer variables and did not focus on
the characteristics of disadvantaged neighbourhoods [20].
Social isolation, in terms of low social support was also
found to be associated with perceiving local teenagers to
be a problem. However, the findings on social contact
were to some extent inconsistent in that they suggested
residents with regular contact with relatives were less
likely to worry about teenagers, whereas regular contact
with neighbours was associated with a greater likelihood
to report PASB (although this latter finding was not signif-
icant after the Bonferroni correction). The association
between PASB and frequent neighbour contact is in strik-
ing contrast to arguments that increased local engagement
serves to raise levels of tolerance and reduce perceptions
of inter-group problems within local areas [2]. It may be
that in deprived areas, everyday contacts, if they include
complaints about ASB or the area in general, may serve to
raise awareness of local problems.
As we asked respondents about teenagers hanging
around ‘on the street’, one might expect neighbourhood
psychosocial environments to be more relevant to people’s
perceptions than home environments. Perhaps this refer-
ence to ‘the street’ helps explain why our measure of
home psychosocial environments were not found to be
independently associated with PASB.
Strengths and limitations
It is worth noting that this research was conducted prior
to recent, well-publicised UK riots involving young people
Table 3 Is perceiving teenagers to be a serious local problem associated with mental and physical health? Bivariate
(unadjusted) and multivariate (adjusted) regression
Unadjusted Adjusted1
Dependent variable Independent variable Coeff2 P3 95% CI4 Coeff2 P3 95% CI4
Physical health (SF-12 v.2) (higher = better) Teenager problems5 -0.59 0.072 (-1.24 0.05) -1.69 0.008 (-2.87 -0.52)
Mental health (SF-12 v.2) (higher = better) Teenager problems5 -0.93 0.002 (-1.53 -0.33) -0.90 0.133 (-2.10 0.31)
1 Adjusted for sex, ethnic group, household structure, age group, living with children, educational qualifications, and problems paying bills
2 Coefficients
3 P value
4 95% Confidence interval
5 Reporting teenagers hanging around to be a serious neighbourhood problem (reference category = not a serious neighbourhood problem)
Total sample n = 6008; number of observations = 5844
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Table 4 Psychosocial, health and demographic characteristics of participants who report serious teenager problems:
multivariate logistic regression model
Participants who report that teenagers are a serious problem
Variable Category N1 %2 OR3 P4 95% CI5
Health
Physical health (SF-12 v.2) Higher score = better n/a n/a 1.00 0.677 (0.99 -1.01)
Mental health (SF-12 v.2) Higher score = better n/a n/a 1.01 0.388 (0.99 -1.02)
Health service use
Number of GP visits (last 12 months) None 244 19.35 1.00
1 to 6 817 21.19 1.33 0.012 (1.06 -1.66)
7 or more 271 30.52 1.98 < 0.001* (1.40 -2.79)
Number of GP visits for a psychological issue (last 12 months) None 969 20.11 1.00
1 or more 342 30.40 1.34 0.033 (1.02 -1.76)
Individual
Sex Male 490 20.43 1.00
Female 842 23.32 0.96 0.645 (0.82 - 1.13)
Ethnic group White UK 1074 21.48 1.00
Other 257 25.73 1.24 0.105 (0.96 -1.60)
Household structure Cohabiting 489 23.37 1.00
Single 832 21.54 0.92 0.335 (0.78 -1.09)
Age group (years) 65 or older 209 14.09 1.00
55 to 64 160 19.88 1.37 0.003 (1.11 -1.70)
40 to 54 373 24.21 2.72 < 0.001* (1.75 -4.23)
25 to 39 437 26.52 2.10 < 0.001* (1.54 -2.85)
16 to 24 136 29.18 2.72 < 0.001* (1.75 -4.23)
Living with children No 794 19.53 1.00
Yes 527 27.64 1.16 0.109 (0.97 -1.39)
Educational qualifications 1 or more 396 25.26 1.00
None 936 21.18 0.88 0.133 (0.75 -1.04)
Problems paying bills Never 936 20.40 1.00
Sometimes 396 27.89 1.39 0.004 (1.11 -1.73)
Home Psychosocial Environment
Feel safe at home Yes 1,219 21.6 1.00
No 113 31.04 0.92 0.621 (0.65 -1.30)
Feel in control at home Yes 1,227 21.53 1.00
No 105 34.09 1.23 0.356 (0.79 -1.93)
Feel privacy at home Yes 1,253 22 1.00
No 79 38 0.86 0.391 (0.60 -1.22)
Self-esteem from home Yes 1,173 21.08 1.00
No 159 35.89 1.38 0.076 (0.97 -1.97)
Participants who report that teenagers are a serious problem
Variable Category N1 %2 OR3 P4 95% CI5
Neighbourhood Psychosocial Environment
Safe neighbourhood Yes 825 18.43 1.00
No 507 33.09 1.94 < 0.001* (1.66 -2.28)
Informal controls in neighbourhood Yes 947 20.23 1.00
No 385 29.01 0.92 0.472 (0.73 -1.16)
Good neighbourhood reputation Yes 154 14.47 1.00
No 1,178 23.83 1.45 0.033 (1.03 -2.05)
Tolerant neighbourhood Yes 1,120 21.92 1.00
No 212 23.61 0.75 0.096 (0.53 -1.05)
Trust neighbours Yes 700 18.13 1.00
No 632 29.45 1.59 < 0.001* (1.25 -2.04)
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from deprived areas, and that those riots did not spread to
Glasgow [18]. However, the study and its findings are
clearly relevant to an issue that has both a longstanding
and current place at the forefront of political and public
debates. The current study contributes to existing knowl-
edge by focusing on perceptions of young people’s ASB in
disadvantaged areas, and by using a validated measure of
physical and mental health (SF-12v2) for its primary out-
come. In contrast, previous studies have usually focused
on measures of ASB that are not age-specific. The small
number that do focus on young people’s ASB tend to
either compare deprived areas with more affluent areas
(useful for identifying social inequalities in PASB but less
useful for exploring variation within deprived populations),
and/or do not use a validated health questionnaire.
However, we note that our independent variables were
based on self-reported measures, as was the dependent
variable: raising the possibility of bias from common
method variance[55]. The 50% response rate is, we think,
reasonable for a study of very disadvantaged neighbour-
hoods but raises the possibility of response bias. We also
stress that cross-sectional data is useful for identifying
associations but other types of study design are required
to establish causal pathways between associations. This
was a relatively well powered study: whilst this should be
seen as a strength, it does mean the study is capable of
detecting a range of associations including associations
that are potentially too small to be of public health signifi-
cance. Finally, the Bonferroni correction reduces the risk
of type 1 errors, but has been criticised for doing so at the
expense of increasing the likelihood of type 2 errors [53].
Crucially, our survey did not give participants the
chance to say whether they thought that ASB problems
were perpetrated by a minority or majority of local teen-
agers, nor did it consider the perceptions of residents who
were less than 16 years old.
Conclusions
In addressing its primary research questions, this study
has found small, but statistically significant, associations
between perceptions of young people’s ASB and resi-
dents’ physical health (but not mental health) in disad-
vantaged areas. Given the small effect size, we caution
against assuming that there are substantial health gains
to be achieved out of tackling concerns about teenagers’
ASB in deprived communities.
Table 4 Psychosocial, health and demographic characteristics of participants who report serious teenager problems:
multivariate logistic regression model (Continued)
Efficacy Yes 1,027 20.22 1.00
No 305 32.87 1.28 0.064 (0.99 -1.67)
Neighbourhood belonging Yes 975 19.98 1.00
No 357 31.65 1.30 0.074 (0.97 -1.73)
Self-esteem from neighbourhood Yes 950 18.89 1.00
No 382 38.98 1.66 < 0.001* (1.39 -1.99)
Neighbourhood decline in last 2 years No decline 878 19.24 1.00
Declined 351 41.20 2.53 < 0.001* (1.92 -3.32)
Social networks and connections with neighbourhood
Meet with relatives ≥ weekly 379 18.18 1.00
< weekly 953 24.29 1.56 < 0.001* (1.23 -1.98)
Meet with friends ≥ weekly 282 18.44 1.00
< weekly 1,050 23.44 1.05 0.725 (0.80 -1.38)
Social support Someone 907 19.21 1.00
Nobody 425 33.02 1.77 < 0.001* (1.36 -2.29)
Contact with neighbours < weekly 282 19.65 1.00
≥ weekly 1,050 22.96 1.37 0.007 (1.09 -1.73)
Length of residence in neighbourhood (years) < 2 202 20.76 1.00
≥ 2 1,072 22.05 1.23 0.238 (0.87 -1.73)
Walk around neighbourhood < weekly 196 17.58 1.00
≥ weekly 1,132 23.38 1.63 0.011 (1.12 -2.37)
1 Number of participants from each category who report teenagers are a serious neighbourhood problem (categorical data only)
2 Percentage of participants from each category who report teenagers are a serious neighbourhood problem categorical data only)
3 Odds ratio
4 P value
5 95% Confidence interval
* P < 0.05 after Bonferroni correction
Total sample n = 6008; number of observations = 5584
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Although the findings do not present a compelling case
for making PASB a public health priority, it is still impor-
tant to address concerns about young people’s ASB. Rea-
sons for doing so may include improving social cohesion,
reducing fear and isolation, and improving the general
quality of people’s lives - particularly in neighbourhoods
burdened by multiple disadvantages. Policy-makers and
researchers have advocated strategies to reduce PASB that
include improving “the social dynamics of neighbour-
hoods” [2,3]. Exploring cross-sectional associations is one
way of informing such strategies - by identifying the popu-
lation sub-groups most concerned by young people’s beha-
viour, and the social/psychosocial characteristics that can
help explain why PASB varies within communities.
Our psychosocial findings indicate that people who do
not feel good about their neighbourhood in a variety of
ways, and who have more contact with their neighbours
in such circumstances, are much more likely to identify
youth ASB. Hence policy and practice efforts could
explore means of creating a ‘feel good’ factor within local
areas, so that neighbourly contacts might be less likely to
focus on negative experiences and observations of the
area; this may involve using communication efforts
alongside environmental improvements. Second, there is
a case for trying to identify relatively isolated individuals
(who are more likely to identify youth ASB) within disad-
vantaged areas, and put in place networking mechanisms
to enhance support relations between residents. How-
ever, our findings also suggest a need to be cautious
about assuming that improving connectivity between
neighbours or tackling inter-generational prejudice
within neighbourhoods offer simple solutions to PASB.
Attempts to tackle PASB should be evaluated to measure
feasibility and effectiveness.
Finally, we suggest that researchers and policy-makers
engage more with older members of deprived commu-
nities in order to explain why elderly residents appear to
be less troubled than their younger neighbours by teen-
agers and ASB. Dialogue with this group, which includes
those residents who have had the longest experience of
living with disadvantage, may help us learn more about
their coping strategies, attitudes and resilience.
Additional material
Additional file 1: Variables used in PASB analysis.
Acknowledgements
GoWell is funded by the Scottish Government, NHS Health Scotland
Glasgow, Housing Association, Glasgow Centre for Population Health and
NHS Greater Glasgow & Clyde. LB is funded by the Chief Scientist Office at
the Scottish Government Health Directorate as part of the Evaluating Social
Interventions programme at the MRC Social and Public Health Science Unit
(U.130059812). AK is funded by the University of Glasgow. ME is funded by
Glasgow Centre for Population Health and also by the Chief Scientist Office
at the Scottish Government Health Directorate as part of the Evaluating
Social Interventions programme at the MRC Social and Public Health Science
Unit. CT is funded by NHS Greater Glasgow and Clyde. The surveys were
conducted by BMG Research.
Author details
1Medical Research Council/Chief Scientist Office Social & Public Health
Sciences Unit, 4 Lilybank Gardens, Glasgow, UK. 2Department of Urban
Studies, University of Glasgow, 25 Bute Gardens, Glasgow, UK. 3Glasgow
Centre for Population Health, 1st Floor, House 6, 94 Elmbank Street,
Glasgow, UK.
Authors’ contributions
All the authors have contributed to this study’s design and methods. ME led
the analysis and writing of this manuscript. All the other authors have been
involved in revising it critically for important intellectual content and have
approved the final version.
Competing interests
GoWell is a collaborative partnership between the Glasgow Centre for
Population Health, the University of Glasgow, and the MRC/CSO Social and
Public Health Sciences Unit. The programme’s main sponsors are Glasgow
Housing Association, the Scottish Government, NHS Health Scotland and
NHS Greater Glasgow and Clyde. Some of the sponsors (e.g. Glasgow
Housing Association and the Scottish Government) are also delivering
interventions being evaluated by GoWell. Such sponsors are represented on
GoWell’s steering group and can suggest specific research topics and
comment on non-academic dissemination of findings. GoWell’s research
team does not include anyone from the organisations delivering
interventions being evaluated, nor has anyone from those organisations
contributed to or commented upon this manuscript.
Received: 8 November 2011 Accepted: 20 March 2012
Published: 20 March 2012
References
1. UK Home Office: More effective responses to anti-social behaviour - a
consultation London: Home Office; 2011.
2. Mackenzie S, Bannister J, Flint J, Parr S, Millie A, Fleetwood J: Drivers of
perceptions of anti-social behaviour. Home Office research report no 34
London: Home Office; 2010.
3. The Scottish Government: Promoting Positive Outcomes: Working Together to
Prevent Antisocial Behaviour in Scotland Edinburgh: The Scottish
Government; 2009.
4. Petticrew M, Clayton S, Whitehead M: Crime, fear of crime (CFOC) and
mental health: evidence synthesis of theory and effectiveness of
interventions. PHR Protocol National Institute for Health Research Public
Health Research Programme; 2010.
5. Farrall S, Bannister J, Ditton J, Gilchrist E: Social Psychology and the Fear
of Crime. Br J Criminol 2000, 40(3):399-413.
6. Goodwin S: Health and Crime. In Hillingdon Annual Public Health Report
2004 How Much Does Health Really Cost?. Edited by: Pickles H. Hillingdon:
Hillingdon PCT; 2004:.
7. Green G, Gilbertson JM, Grimsley FJ: Fear of crime and health in
residential tower blocks. Eur J Public Health 2002, 12:10-15.
8. Loukaitou-Sideris A, Eck JE: Crime Prevention and Active Living. Am J
Health Promot 2007, 21:380-389.
9. McManus J, Mullett D: Better health, lower crime: a briefing for the NHS and
partner agencies London: NACRO; 2001.
10. Morrall P, Marshall P, Pattison S, Macdonald G: Crime and health: a
preliminary study into the effects of crime on the mental health of UK
university students. J Psychiatr Ment Health Nurs 2010, 17:821-828.
11. Robinson F, Keithley J: The impacts of crime on health and health
services: A literature review. Health Risk Soc 2000, 2(3):253-266.
12. Tan S-Y, Haining R: An Urban Study of Crime and Health Using an
Exploratory Spatial Data Analysis Approach. In Computational Science and
Its Applications - ICCSA 2009. Volume 559.. 2 edition. Edited by: Gervasi O,
Taniar D, Murgante B, Laganà A, Mun Y, Gavrilova M. Berlin/Heidelberg:
Springer; 2009:269-284.
Egan et al. BMC Public Health 2012, 12:217
http://www.biomedcentral.com/1471-2458/12/217
Page 10 of 11
13. Walker A, Flatley J, Kershaw C, Moon D: Crime in England and Wales 2008/09
Volume 1: Findings from the British Crime Survey and police recorded crime
London: Home Office Statistics Unit; 2009.
14. Millie A: Looking for Anti-social Behaviour. Policy & Politics 2007,
35(4):611-627.
15. Millie A, Jacobson J, McDonald E, Hough M: Anti-Social Behaviour Strategies:
Finding a Balance Bristol: The Policy Press; 2005.
16. The Crime and Disorder Act 1998 (c.37) UK. .
17. UK Home Office: Confident communities in a secure Britain: The Home Office
Strategic Plan 2004-08 London: Home Office; 2004.
18. Taylor M, Rogers S, Lewis P: England rioters: young, poor and
unemployed. The Guardian 19th August 2011.4.
19. Flatley J, Kershaw C, Smith K, Chaplin R, Moon D: Crime in England and
Wales 2009/10. Findings from the British Crime Survey and police recorded
crime London: UK Home Office; 2010.
20. Flatley J, Moley S, Hoare J: Perceptions of anti-social behaviour: Findings
from the 2007/08 British Crime Survey. In Crime in England and Wales
2007/08 Volume Supplementary. Volume 1. Edited by: Flatley J. London: UK
Home Office; 2008.
21. Scottish Executive Social Research: Scottish Crime Survey 2003 Scottish
Executive Social Research; 2004.
22. DTZ Pieda Consulting: Report on the Measurement of the Extent of Youth
Crime in Scotland Edinburgh: Scottish Executive; 2005.
23. Hayward R, Sharp C: Young people, crime and antisocial behaviour: findings
from the 2003 crime and justice survey. 2 edition. London: Home Office;
2005.
24. Sampson RJ: Disparity and Diversity in the Contemporary City: Social
(Dis)order Revisited. Br J Sociol 2009, 60(1):1-31.
25. Sampson RJ, Raudenbush SW: Seeing Disorder: Neighbourhood Stigma
and the Social Construction of “Broken Windows”. Soc Psychol Q 2004,
67(4):319-342.
26. United Nations Committee on the Rights of the Child: Forty-ninth Session:
Consideration of Reports Submitted by States Parties Under Article 44 of the
Convention - Concluding Observations: United Kingdom of Great Britain and
Northern Ireland Geneva: United Nations; 2008.
27. Ormston R, Anderson S, Research SCfS: Scottish Social Attitudes Survey 2009:
Local Issues, National Concerns: Public Attitudes to Antisocial Behaviour in
Scotland Edinburgh: The Scottish Government; 2010.
28. Pain RH: Social geographies of women’s fear of crime. Trans Inst Br Geogr
1997, 22:231-244.
29. Miethe TD: Fear and withdrawal from urban life. Annals of the American
Academy of Political and Social 1995, 539:14-27.
30. Benson S: The older adult and fear of crime. J Gerontol Nurs 1997,
23:25-31.
31. Golant SM: Factors influencing the night-time activity of old persons in
their community. J Gerontol 1984, 39:485-491.
32. Kullberg A, Karlsson N, Timpka T, Lindqvist K: Correlates of local safety-
related concerns in a Swedish Community: a cross-sectional study. BMC
Publ Health 2009, 9(1):221.
33. Flint J, Casey R, Davidson E, Pawson H, McCoulough E: Tackling Anti-social
Behaviour in Glasgow: an Evaluation of Policy and Practice in the Glasgow
Housing Association Glasgow: Glasgow Housing Association; 2007.
34. Glasgow Housing Association: In Tackling antisocial behaviour in Glasgow:
an evaluation of policy and practice in Glasgow housing association summary
report. Edited by: Glasgow Housing Association. Glasgow: Sheffield Hallam,
University Heriot-Watt University; 2007:.
35. White M, Kasl SV, Zahner G, Will J: Perceived crime in the neighborhood
and mental health of women and children. Environ Behav 1987,
19:588-613.
36. Weich S, Blanchard M, Prince M, Burton E, Erens BOB, Sproston K: Mental
health and the built environment: cross-sectional survey of individual
and contextual risk factors for depression. Br J Psychiatry 2002,
180:428-433.
37. Ellaway A, Morris G, Curtice J, Robertson C, Allardice G, Robertson R:
Associations between health and different kinds of environmental
incivility: a Scotland-wide Study. Public Health 2009, 123:708-713.
38. Stafford M: Association between fear of crime and mental health and
physical functioning. Am J Public Health 2007, 97:2076-2081.
39. Foster S, Giles-Corti B: The built environment, neighborhood crime and
constrained physical activity: an exploration of inconsistent findings. Prev
Med 2008, 47:241-251.
40. Miles R: Neighborhood disorder, perceived safety, and readiness to
encourage use of local playgrounds. Am J Prev Med 2008, 34:275-281.
41. Mason P, Kearns A, Bond L: Neighbourhood walking and regeneration in
deprived communities. Health Place 2011, 17:727-737.
42. Sugiyama T, Ward-Thompson C: Associations between characteristics of
neighbourhood open space and older people’s walking. Urban Forestry &
Urban Greening 2008, 7:41-51.
43. Egan M, Kearns A, Mason P, Tannahill C, Bond L, Coyle J, Beck S,
Crawford F, Hanlon P, Lawson L, et al: Protocol for a mixed methods
study investigating the impact of investment in housing, regeneration
and neighbourhood renewal on the health and wellbeing of residents:
the GoWell programme. BMC Med Res Methodol 2010, 10(41), doi:10.1186/
1471-2288-1110-1141.
44. Walsh D: Health and Wellbeing in Glasgow and the GoWell Areas -
deprivation based analyses Glasgow: GCPH; 2008.
45. Ware JE, Kosinski M, Turner-Bowker D, Gandek B: In How to Score Version 2
of the SF-12 Health Survey. Volume 2. Lincoln, Rhode Island: QualityMetric
Incorporated; 2005.
46. Thomson H, Thomas S, Sellstrom E, Petticrew M: The health impacts of
housing improvement: a systematic review of intervention studies from
1887-2007. Am J Public Health 2009, 99:S681-S692.
47. Flint J, Green S, Hunter C, Nixon J, Parr S, Manning J, Wilson I, Pawson H,
Davidson E: The Impact of Antisocial Behaviour Strategies at the
Neighbourhood Level Edinburgh: Scottish Government; 2007.
48. Thomson H, Hoskins R, Petticrew M, Ogilvie D, Craig N, Quinn T, Lindsay G:
Evaluating the health effects of social interventions. Br Med J 2004,
328:282-285.
49. Egan M, Tannahill C, Petticrew M, Thomas S: Psychosocial risk factors in
home and community settings and their associations with population
health and health inequalities: a systematic meta-review. BMC Public
Health 2008, 8:239, doi:10.1186/1471-2458-8-239.
50. Martikainen P, Bartley M, Lahelma E: Psychosocial determinants of health.
Int J Epidemiol 2002, 31:1091-1093.
51. Statacorp: Stata statistical software: Release 9 College Station, TX: StataCorp
LP; 2005.
52. Cohen J: Statistical Power Analysis for the Behavioral Sciences New York:
Academic; 1977.
53. Perneger TV: What’s wrong with Bonferroni adjustments. Br Med J 1998,
316:1236-1238.
54. Anderson S, Dobbie F: Attitudes towards youth crime and willingness to
intervene: Findings from the 2006 Scottish Social Attitudes survey Edinburgh:
Scottish Government Social Research; 2008.
55. Doty DH, Glick WH: Common Methods Bias: Does Common Methods
Variance Really Bias Results. Organizational Research Methods 1998,
1(4):374-406.
Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1471-2458/12/217/prepub
doi:10.1186/1471-2458-12-217
Cite this article as: Egan et al.: Is concern about young people’s anti-
social behaviour associated with poor health? cross-sectional evidence
from residents of deprived urban neighbourhoods. BMC Public Health
2012 12:217.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color figure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Egan et al. BMC Public Health 2012, 12:217
http://www.biomedcentral.com/1471-2458/12/217
Page 11 of 11
